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STATE OF LOUISIANA 

2. 	 Quasi-public facilities are reimbursedafacilityspecific prospective ratebased on budgeted 
costs. Providers submit a projected budget for the state fiscal year beginning July 1. Rates 
are determined as follows: 

a. Determine each ICF/MR’s per diem for the base year beginning July 1. 

b.Calculate theinflationfactor using an average CPI indexapplied to eachfacility’s per 
diem for the base year to determine the inflated per diem. 

c. Calculate the median per diem for the facilities’ base year. 

d. 	Calculate the facility’s routine cost per diem for the SFY beginning July 1 by using the. 
lowestofthebudgeted,inflated, or medianperdiem rates plusanyadditional 
allowances. 

C. Calculate the final approved per diem rate for each facility by adding routine costs plus 
any “pass through” amounts for ancillary services, provider fees, and grant expenses. 

f. 	 Providers mayrequestafinalrateadjustmentsubject to submission of supportive 
documentation and approvalby the DHH rate committee. 

D. REIMBURSEMENTTOPRIVATE ICF/MR PROVIDERS 

Private providers are reimbursed based upon a flat prospective rate by Capacity/LOC grouping. 
Effective for dates of service on or after October 1, 2003, reimbursements shall be98.8 percent (a 
1.2 percentreduction) of theperdiemratesin effect on September 30, 2003. For subsequent 
years, reimbursement shall be 99.2 percent (a .8 percent reduction) of the per diem rates in effect 
on September 30, 2003. 

1. Cost DeterminationDefinitions 

a. 	 CPI - AllItems - TheConsumer Price Index(CPI) for all UrbanConsumers-South 
Region (All Items line) for December as published by the United States Department 
of Labor. 

b. 	 EconomicAdjustment Factor - TheCPIAllItems Factor iscomputed by dividing 
the value of the corresponding Index for December of the year preceding the Rate 
year by the value of the Index one yearearlier (December of the 2nd preceding year). 
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